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the hospital's charges for inpatient services in the hospital in the same
period. The total inpatient charges attributed to charity care shall not
include contractual allowances and discounts (other than for indigent
&atients not eligible for medical assistance under an approved

edicaid State Plan) that is, reductions in charges given to other third-
party payers, such as HMQ's, Medicare or Blue Cross.

e. A hospital which wishes to be considered for disproportionate share

paym

ents based on a low income utilization rate must submit, annually, a

request indicating this desire and information sufficient to enable the

comp

utation of the low income utilization rate by April 1.

f. For the purpose of paying disproportionate share hospitals, there are three

fypes
and a

g. DSH
(1)

of hospitals, hospitals paid using PPS; the state psychiatric hospital;
Il other hospitals paid based on reasonable costs.

payment adjustments are calculated as follows:

Eligible hospitals paid using PPS will receive a DSH payment
adjustment equal to the difference between the hospital’'s base DRG
payment and the hospital's base DRG payment recalculated at the
maximum base rate for group one plus four percent plus an additional
feurtenths-of one percent for each percentage point that the hospital's
Medicaid utilization rate exceeds one standard deviation above the
state’s mean inpatient utilization rate for all PPS hospitals receiving
Medicaid payments. The eligible hospital's base DRG payment for the
quarter bing reported on form 64 will first be recalculated based on
the maxirnum base rate for group one. The recalculated base DRG
payment will be multiplied times the DSH adjustment percentage and
that amount will be added to the difference between the hospital's base
DRG payment and the recalculated base DRG payment to determine
the DSH payment amount for the quarter.

Eligible hospitals paid on based reasonable costs, excluding the state
psychiatric hospital, will receive a DSH payment adjustment equal to
$1.00 plus one-tenth of one percent for each percentage point that the
hospital's Medicaid utilization rate exceeds one standard deviation
above the state's mean inpatient utilization rate for all hospitals
receiving Medicaid payments. The eligible hospital's actual interim
payments for the quarter being reported on form 64 will be multiplied
times the DSH adjustment percentage to establish the hospital's DSH
payment adjustment. The DSH payment adjustment is final and no
recoupment or additional payment for DSH will be made when a
settiement of the interim payment to reasonable cost is made.
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